aﬁ OCCUPATIONAL T

RANCHO LOS AMIGOS NATIONAL REHABILITATION CENTER

nA RANCHO RESEARCH INSTITUTE
HERAPY DRIVER REHABILITATION PROGRAM

COMMUNITY REFERRAL

| Date Referred: Date Received: |
Client Name: Cell Phone: ( Home Phone: ( )
Emergency Contact: Relationship: Phone: ( )
[ Order item: O OT Driving Evaluation and Training
DIAGNOSIS (Required): Onset Date:

RELEVANT MEDICAL HISTORY/MEDICATIONS:

PRECAUTIONS:

REASON FOR REFERRAL :

TO ADDRESS PROBLEMS RELATED TO:

O] Ability to return to driving
[ Driver license determination / DMV Procedures

U Information for adaptive driving equipment
O Information for modified vehicles

COMMENTS:

Prescribing Practitioner Information:

DATE:

REFERRING PHYSICIAN’S PRINTED NAME:

First Name: Last Name:
REFERRING PHYSICIAN SIGNATURE MEDICAL LICENSE#:
PHONE#: FAX#:

RR#: RLA#:

NAME:

DOB:

7601 E. Imperial Highway, Building 900 Room 88A Downey CA 90242
Internet: http://www.rancho.org ¢ Phone: (562) 401-7081 « Fax: (562) 401-6167



